SUBACUTE PERFORATION OF THE STOMACH 
AND DUODENUM. 

BY B. G. A. MOYNIHAN, M.S., F.R.C.S., 

OF 1.EF.DS, ENG. 

The condition of “ subacute ” perforation of an ulcer 
in tlie stomach or in the duodenum is one which has received 
less attention than it merits. It is not infrequent, it is of great 
interest, and its discrimination from “ acute ” perforation is of 
no little importance from the therapeutic standpoint. Since 
attention was first called to it, only one paper, so far as I am 
aware, lias dealt specially with it; this paper was written, with 
characteristic ability, by Dr. F. B. Lund, of Boston (Boston 
Med. and Surg. Joum., 1905, vol. i, p. 516). 

I find that in all, I have operated upon 15 cases, 5 of which 
were dealt with in the early stage, 10 after the lapse of months 
or years; in 4 an hour-glass stomach was found. 

In subacute perforation of the stomach there is a sudden 
rupture of an ulcer, an ulcer which, without exception in my 
experience is of the “ chronic ” type. The chronic ulcer with 
its deep excavation, its deep edge, and its surrounding indura¬ 
tion has eroded the walls of the stomach little by little, until 
finally and abruptly the thin barrier between it and the peri¬ 
toneal cavity is broken through. The conditions are, up to this 
point and in these particulars, in no way different from those 
existing in “ acute ” perforation. But whereas in the latter 
form the rupture is of fair size and at once allows the contents 
of the stomach to spread themselves freely over the general 
peritoneal cavity, and to cause there a universal infection 
(though the path followed is often recognizable, and can not 
seldom he predicted), in subacute perforation there is, by one 
agency or another, a definite localization of the fluids escaping 
from the stomach, and in many instances a narrow circumscrip¬ 
tion of the peritoneal response to their invasion. 
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It becomes, therefore, a matter of interest to know the 
circumstances under which this limitation is affected. I have 
seen examples of the following: 

(1) An empty condition of the stomach. In “ acute ” 
perforation the stomach is often full; the rupture of the ulcer, 
it is frequently remarked, occurs soon after a meal. If the 
stomach be empty, say 5 or 6 hours after a meal, perforation 
may still occur, but there is, of course, little or no escape of 
contents. 

In such circumstances, the ulcer may be ruptured by a vio¬ 
lent strain, a sudden movement, or a severe shake. It is not 
long before a most vigorous defence is made by the peritoneum, 
lymph is thrown out copiously in flakes, and a thin serous fluid 
begins to fill the peritoneal cavity. The escaping contents of 
the stomach being small in quantity and feeble in bacterial 
activity, are rapidly circumscribed. 

(2) The plugging of the opening in the ulcer with a tag 
of omentum. Of this, I have seen one perfect example. The 
nicer was close to the pylorus, its opening small; into this open¬ 
ing there fitted, as accurately as any cork, the bulbons end of 
a thin omental tag which came upwards from the greater cur¬ 
vature of the stomach. There was not any adhesion of the 
stomach to the abdominal wall, or to the overhanging liver; 
nor was there need for any, for a more perfect plugging of 
an opening could not be conceived. The little omental tag 
seemed quite to have grown into the opening which it so 
securely closed. 

(3) The opening may be sealed over by layers of plastic 
lymph. When the abdomen is opened, a clear or slightly turbid 
fluid is found, but no ulcer is apparent. At some part of the 
stomach wall a thick adherent mass of plastic lymph will be 
seen, as thick ab wash-leather, and in appearance very similar. 
On peeling this off, a small perforation is found, from which a 
bubble may be squeezed. This condition may be a later stage 
of that already referred to (No. 1), but it is equally possible 
that as the ulcer deepens, the peritoneum is irritated, and 
protectively deposits layer after layer of lymph upon the outer 
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side of the base of the ulcer, so that when the final dissolution 
of the stomach wall occurs there is already a barrier almost or 
entirely impenetrable, to check the escape of the stomach 
contents. 

(4) The stomach becomes adherent at the base of the 
ulcer. The adhesion may be to the anterior abdominal wall, 
to the under surface of the liver, or to the pancreas. Other 
points of adhesion are recorded, but they are unusual and 1 
have not met with them. 

The adhesion to the anterior abdominal wall is the most 
frequent, as would be expected from the usual position of 
perforating ulcers in the stomach. It is possible that adhesion 
of the ulcer is only a later stage of No. 3, the plastic lymph 
becoming welded on its outer side to an adjacent firm structure, 
and that as the ulcer deepens, the lymph is digested until the 
actual base of the ulcer is formed by the muscles of the abdom¬ 
inal wall, by the pancreas, or by the liver. 

At the place in the abdominal wall where this adhesion 
occurs, a tender and resistant area can readily be distinguished, 
and a diagnosis of the condition made with confidence. In 
one patient whose ulcer had perforated “ subacutely ” years 
before, the base of the ulcer was formed by the posterior sheath 
of the rectus, and a hard mass had formed at this point. A 
diagnosis of malignant growth had, not unnaturally, been 
made. (See Case XV). 


SYMPTOMS. 

In every particular save one, that is intensity, the symp¬ 
toms are the same in subacute as in acute perforation. There 
is a sudden onset of pain, severe, and almost intolerable, but 
measurably less than in acute perforation. The pain comes 
almost without exception in those who have suffered for years 
or months from the usual symptoms of gastric ulceration. 
There are some cases in which there has been a notable exacer¬ 
bation of pain in the days preceding the rupture, and patients 
have explained to me that the body or side felt stiff, and sore, 
that laughing or stretching, as in reaching up to a high shelf 
8 
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caused great discomfort, (See Case II.) These inaugural 
symptoms of perforation are important, and if the practi¬ 
tioner chances to hear of them from a patient whom he knows 
to have an ulcer in the stomach, he should accept them as 
undoubted evidence of impending perforation. In my own 
experience perforation of an ulcer has never occurred without 
a previous history of gastric ulcer being given. The pain is 
sudden in onset, and may be followed rapidly by vomiting, 
prostration and possibly (though rarely) by collapse. The 
abdomen on examination is everywhere tender. A careful 
examination may reveal an especially tender and resistant area. 
A patch 2 or 3 inches in diameter may be excessively sensitive, 
and on palpation it may seem as though a flat hard disc had 
been inserted in the abdominal wall. 

The symptoms abate slowly. The pulse does not increase, 
its character improves, vomiting ceases; the abdomen which 
was hard and retracted at the first, may become supple except 
at the one spot, or it may be a little distended, and free fluid 
may possibly be recognized. The patient’s condition may 
indeed, at this stage, be so satisfactory, as compared with the 
initial condition, that the diagnosis may be in doubt. If indeed 
morphine has been given, as it still very often is, in repeated 
doses, the aspect of the patient may be little different from the 
normal. If no operation is practised at this time, there are 
three directions which affairs may take; either a perigastric 
abscess may form, or a secondary rupture into the general 
peritoneum may occur, or the adhesion of the ulcer to the 
abdominal wall or liver or pancreas may become firmer, the 
acute inflammatory conditions subside, and the patient live 
for years with a chronic ulcer whose base is formed by one 
of the structures already mentioned. Of the three I believe 
the last to be the most common. 

DIFFERENTIAL DIAGNOSIS. 

The conditions likely to be confused with subacute per¬ 
foration of the stomach or duodenum are few. The chief diffi¬ 
culty in diagnosis arises in discriminating a subacute perfora- 
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tion near the pylorus, from a condition of cholecystitis. In 
both, there are pain, sudden in onset, severe, possibly colicky; 
in neither is there any general invasion of the peritoneum; in 
both a localized peritonitis with a tender resistant area is 
recognized. The previous history may afford a clue, but is 
not likely to do so. Lund, in the paper already mentioned, 
gives notes of a case in which it was considered possible that 
a perforation of a malignant growth in the colon had occurred. 

In one case of subacute pancreatitis which went on to the 
formation of an abscess, from which I removed a large slough 
of the pancreas, I had diagnosed a posterior subacute perfora¬ 
tion of the stomach followed by subphrcnic abscess. This mis¬ 
take is one which, from clinical signs alone it would be difficult 
to avoid. 

In my own cases a correct diagnosis was made without 
difficulty in almost every case. 

TREATMENT. 

If the patient is seen at the time of the onset of perfora¬ 
tion, I think there can be no hesitation in advising instant 
operation. In the first place accurate and unequivocal dis¬ 
crimination between acute and subacute perforation cannot be 
made, and by delay valuable time may be lost. Moreover, 
though it is true that many of the subacute cases, with rest in 
bed, abstention from food and so forth, may progress to the 
chronic stage, there are indubitably other possibilities, which, 
when reckoned with, make early operative treatment the safe 
and prudent course. In all the cases I have seen in the early 
stage, save one, I have operated and have cleared the ulcer of 
adhesions, infolded it, and occasionally sutured a flap of omen¬ 
tum over the line of stitches. I did this at first because I did 
not distinguish between the acute and the subacute cases; I 
did it subsequently because it had seemed to be the right course 
to have pursued in the early cases. Dr. Lund.has, however, 
suggested that since the perforation is already sealed off, there 
is no need to expose and then close the rent afresh, and that, 
accordingly, the proper course is to perform gastro-enteros- 
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tomy forthwith, leaving, if possible, the ulcer and its secure bar¬ 
riers untouched. He writes: 

The treatment of an open perforation is manifestly to invert 
the edges of the ulcer and close it by suture. The ulcer has 
already perforated into the general cavity and the peritoneum 
is soiled. In these subacute perforations, however, nature has 
already closed the perforation, and if we can get along without 
tearing the adhesions, opening up the ulcer and soiling healthy 
peritoneum, we give our patient a distinctly better chance. In 
case the ulcer is on the anterior surface or lesser curvature and 
is to the right of the median line, and the adhesions are to the 
inferior surface of the liver, there is nothing to prevent our turn¬ 
ing up the posterior surface of the stomach and performing a 
posterior gastro-enterostomy without breaking up the adhesions, 
opening the ulcer, or soiling the cavity with stomach contents. 
We provide internal instead of external drainage for the ulcer, 
and we operate in a region where the peritoneum and gastric wall 
are healthy instead of inflamed, and where our opportunity of 
getting perfect healing is the best. And last, but not least, we 
give the best treatment to the underlying condition of chronic 
ulcer to which the perforation lias been due. 

This I believe in some cases, more especially those in 
which the pyloric part of the stomach or the duodenum are 
involved, will prove to be the best practice. In other cases, 
however, in those for example where the ulcer is on the anterior 
wall of the body of the organ, and a wide area is covered 
with lymph, and adherent, I think that the exposure and suture 
of the perforation, followed or not by gastro-enterostomy will 
be the proper course to adopt. 

In those cases where years have elapsed since the initial 
catastrophe, a separation of the ulcer from its adhesions is 
certainly unnecessary, and is probably most undesirable. For 
these, gastro-enterostomy is the operation to be advised if the 
pyloric part of the stomach is involved. If the cardiac end of 
the lesser curvature is involved, gastro-enterostomy is here 
also desirable, but a separation of the ulcer, if readily per¬ 
formed, is also good practice. 
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In four cases I have found an hour-glass stomach, the 
ulcer at the isthmus of the organ being firmly fused to the 
anterior abdominal wall. On separating the stomach an open¬ 
ing was found in its walls, and it at once became clear, that 
the base of the ulcer had actually been formed by the abdom¬ 
inal wall itself. 

The following arc the notes of all the cases upon which 
I have operated. They may be divided into three classes. In 
the first, Cases I to XI, the operation was performed when 
the perforation was recent. In the second, Cases VII to XI, 
when the perforation was of old standing. In the third, Cases 
XII to XV, when an hour-glass stomach was present. 

CLASS I. RECENT SUBACUTE PERFORATION. 

Case I .—Recent Subacute Perforation of an Ulcer on the 
Anterior Wall of the Stomach. A female patient, aged 24, seen 
March 13, 1902. Had been married 8 weeks previously. Before 
that she had suffered slightly from indigestion, but never severely. 
Thirty-six hours before operation she was suddenly seized be¬ 
fore breakfast with acute pain beneath the left costal margin. 
There was 110 vomiting (the stomach probably being empty, after 
a night in bed, the last meal being supper the night before) ; 
faintness and collapse were present. The abdomen which was 
generally tender became gradually distended and on examination 
was thought to contain free fluid. In the upper left quadrant 
of the abdomen, beneath the outer part of the rectus, was an area 
which was very acutely tender, 

When the abdomen was opened through the left rectus 
muscle a thick localized deposit of yellow plastic lymph was 
found over an area about 2 to 3 inches in diameter. On peeling 
this off, a small perforation, almost pin-point in size, was seen; 
it was in the middle of a hard and indurated area the size of a 
shilling. When sutures were passed to infold the ulcer they 
cut through at once; so that a fairly large area had to be infolded 
by sutures that were not tightly drawn. Over the suture line, 
a broad flap of omentum was turned and fixed by two stitches. 
There was a fair quantity of perfectly clear, slightly yellow in¬ 
odorous fluid in the abdomen. The abdomen was closed. Re- 
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covery was satisfactory. In July, 1905, the patient was quite 
well, and had borne two children. 

Case II.— Recent Subacute Perforation of the Stomach. 
The patient, a girl aged 18 years, was seen November 8, 1902. 
For the last few weeks she had had some slight pain after food 
just beneath the left costal arch. The pain had been worse when 
she laughed and when she stretched her left arm upwards. There 
was a sudden onset of symptoms about 8 p.m. on November 7— 
pain, collapse, shallow breathing, etc. The abdomen was intensely 
rigid and immobile. The perforation was about equal in size to 
a lead-pencil and was situated near the lesser curvature towards 
the cardia. There were many flaky adhesions covering the per¬ 
foration completely and sealing it off. A little clear fluid in the 
peritoneal cavity. The ulcer was sutured and an omental flap 
was turned over it. There was no drainage. The patient recov¬ 
ered. Reported to be quite well in June, 1905. In domestic 
service. 

Case III.— Recent Subacute Perforation, Folloivcd by a Sec¬ 
ond, Separate Acute Perforation of the Stomach. A woman, 
aged 23 years, was seen March 5, 1903. She had had indigestion 
for several months. On March 1, when in London, she had a 
sudden attack of pain beneath the left costal margin; she felt 
faint and prostrate, and vomited. She gradually felt better and on 
the 3rd traveled from London to Bawtry and ate a good luncheon 
on the journey. The side then felt " stiff ” and hurt her if she 
laughed or turned quickly. On the 4th after breakfasting she 
had a sudden extremely severe pain, with collapse and vomiting. 
The abdomen had gradually distended and was now blown out 
and tympanitic; a fluid wave was easily felt. The patient looked 
very ill. The pulse was 156. Two perforated ulcers were found, 
both on the anterior surface and in the cardiac half of the stomach 
near the lesser curvature. They were distant about one and a 
half inches from each other. One opening was of the diameter 
of a lead-pencil and the other of a knitting needle. From both, 
fluid gushed out. Both were closed by suture and the stomach 
was folded over. The omental lid afterwards covered both in. 
Drainage was effected by a split tube and a gauze wick at the 
upper part of the incision and through a separate suprapubic 
incision. Recovery ensued. Gastro-cnterostomy subsequently 
performed. Quite well in 1905. 
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Case IV.— Recent Subacute Perforation of the Duodenum. 
Enormous Deposit of Plastic Lymph. The patient was a girl, 
aged 17, who had suffered for twelve months from indigestion, 
and for years from anaemia. Four days before I saw her she had 
a very severe attack of pain in the right side and across the 
abdomen, vomiting and faintness, When the abdomen was opened 
there was a little clear fluid and around the duodenum a very 
thick tenacious plastering of all the parts with lymph. This was 
wiped away with rough gauze, the process requiring time and 
patience. Eventually a minute duodenal perforation was found 
about 1 inch beyond the pylorus. The ulcer was infolded, and 
the abdomen drained in front and behind. The patient recovered, 
and was reported well in March, 1906. 

Case V.— Recent Subacute Perforation of Duodenum. A 
man, aged 22, was seen May 11,1904. He had been quite healthy 
up to beginning of April, 1904, when he felt a slight pain in the 
abdomen. This only lasted a few minutes and then passed off. 
Three weeks later lie was seized with extremely acute abdominal 
pain. Within three minutes he was in a state of complete col¬ 
lapse. The pain was most severe in the epigastric region at first; 
later it was most acute in the lower part, and in two or three 
days it settled in the right iliac region. He vomited at the begin¬ 
ning, not again later. There was slight constipation. He recov¬ 
ered very rapidly. He went out for a stroll on the ninth day. 
Incision made over appendix. Appendix found lying along outer 
side of ascending colon and adherent in all its length. It was 
removed. The hand passed up into the liver region, felt numer¬ 
ous adhesions. A second incision was made over the gall-blad¬ 
der. Numerous recent adhesions of the gall-bladder to liver and 
duodenum were separated, also a very strong one between the 
duodenum and under-surface of the liver. On examining the 
surface of the duodenum thus bared, a minute perforation was 
seen. This was occluded by Lembert sutures and abdomen closed. 
The patient recovered. In June, 1905, reported to be quite well. 

Case VI.— Recent Subacute Perforation. March 24, 1904, 
female, aged 25. Indigestion twelve years. For many years she 
had had acid eructations, and for the last two years has vomited 
after food. She has had many severe attacks of pain in the 
epigastrium. Four days before admission and again one day 
before she had attacks of pain and vomiting, but not any more 
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acute than many she had had before. During the last three years 
her weight has dropped from 9 st. to 5 st. 8)4 lbs. At the opera¬ 
tion, perforation, the size of a small pea, was found in the upper 
part of the first portion of the duodenum. The ulcer was about 
the size of a half-crown. There was severe local plastic perito¬ 
nitis, but no general infection. The perforation was closed by 
Lembert's sutures, and a posterior gastro-enterostomy performed. 
The patient recovered. She was sent by Dr. Rowling. Report 
received from Dr. Rowling June 26, 1905: “Gained 2st. in 
weight during the three months succeeding the operation.” 

CLASS II. OLD SUBACUTE PERFORATION 
Case VII .—Old Subacute Perforation. June 4, 1902; fe¬ 
male, aged 27. Five years ago had an acute attack of abdominal 
pain, vomiting, etc. Was in bed 22 weeks. The doctor who saw 
her and the consultant, diagnosed "perforating” ulcer of the 
stomach. Constant indigestion, pain, and vomiting since then; 
can never take solid food, and ordinary liquid diet causes pain 
and Uneasiness. Vomits every three or four days now. Stomach 
moderately dilated. At the operation, very dense and numerous 
adhesions were found on the posterior surface of the stomach, 
especially thick and tough near the pylorus, where the stomach 
was almost fused to the pancreas. A fairly large stomach. Pos¬ 
terior gastro-enterostomy. The patient recovered. The patient 
was seen with Dr. Millhouse and Dr. Aiming. Since the opera¬ 
tion the patient has had three serious attacks of her old trouble, 
apparently, each one less severe than the preceding one. Since 
August, 1904, she has had no symptoms of a return, and to all 
appearances the cure is complete. Her appetite is good, and she 
eats the food usually going in the house without any ill effects. 
Weight at the time of operation, 6 st. 6 lbs., and on July 6, 1905, 
8 st. 1 lb. 

Case VIII .—Old Perforation, Probably Subacute. Septem¬ 
ber 16, 1902, female, aged 37. Has had indigestion for “ many 
years.” Eighteen months ago she had " perforated gastric 
ulcer” of the subacute type, diagnosed by Dr. Bishop. Since 
then her stomach symptoms have been intolerable. Pain con¬ 
stant and gravely increased by food of any kind; vomiting at 
least every other day, fermentation and eructation of obnoxious 
gas. She has vomited frequently half a chamber-utensil full of 
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sour semi-digested food. She has " lost a lot of flesh.” The 
stomach is very large, obviously standing out on her thin abdomen. 
The washing out required 49 pints before the fluid returned clear. 
Free HC 1 . At the operation, the stomach was found buried in 
adhesions to both anterior and posterior surfaces. The whole 
outline of the stomach was warped. The posterior surface was 
exposed with some little difficulty owing to adhesions to transverse 
mesocolon and to the pancreas. It was probably here that the 
perforation had occurred. Posterior gastro-enterostomy was 
done. I was dissatisfied with the way in which the anastomosis 
seemed to “ sit ” after returning within abdomen. Reflux vomit¬ 
ing occurred; 132 ounces of deeply bile-stained fluid were vomited 
in two days. I, therefore, reopened the abdomen and performed 
an enteroanastomosis between the afferent and efferent limits of 
the anastomosing loop. The patient recovered. The patient 
was sent to Dr. R. W. S. Bishop, Kirkby Malzeard. She gained 
9 lbs. in weight. She often remarked: “ I'm surprised at myself 
eating so much.” Report received from Dr. Bishop, June 28, 
1905: “I saw Miss B. last night and send you following par¬ 
ticulars of her present condition. General condition excellent, 
far better than for several years before she had perforation, 
strong, able to walk with ease to and from Ripon—five miles, 
both ways ten miles—and even farther. No anaemia, well nour¬ 
ished and in good spirits, apparently in perfect health. No gas¬ 
tric pain or discomfort, no nausea, vomiting or flatulence—•" body 
much smaller than before operation ”—no attacks of distension 
as before. Bowels more or less regular, and kept all right' by aid 
of brown bread and similar rough food. Able to eat everything. 
This year has eaten more salads than for many years past. Had 
one attack of indigestion in two years, not of long duration; 
generally careful not to cat most indigestible foods. 

Case IX .—Old Subacute Perforation; Adhesion to Pan¬ 
creas. September 25, 1902, female, aged 60. Has been failing 
in health for 9 to 10 months. The chief symptom has been vomit¬ 
ing. At the onset a sudden seizure of vomiting, very acute and 
lasting over 24 hours. There has been a series of attacks of 
vomiting. Pain is noticed about an hour before a meal is due, 
and lasts from a few minutes to two or three hours; is never very 
severe. She has lost flesh and has got weaker, occasionally hav¬ 
ing to spend a part of the day in bed. No melsena. No hsema- 
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temesis. A small, hard tumor felt above and to the right of the 
umbilicus, a little movable. On distension with C 0 2 , an enormous 
stomach, reaching a full hand's breadth below the umbilicus. 
At the operation a very large stomach was found. On the pos¬ 
terior surface of the stomach one large ulcer with several thick 
adhesions around it. In the second portion of the duodenum the 
tumor was found. It was a mass about the size of a large wal¬ 
nut, adherent to the pancreas, with which it seems inseparably 
connected. The duodenum above this point looks distended. 
Probably chronic duodenal ulcer with interstitial pancreatitis. 
The patient recovered. The patient was sent by Dr. Welch, 
Staningley. In Jan., 1903, she was eating heartily, and was free 
from all discomforts. Report received from Dr. Welch, June 
21, 1905: “I saw Mrs. B. to-day. She tells me that she has 
enjoyed excellent health since the operation, and has had no 
stomach trouble of any sort. She certainly looks very well, and 
she does all the housework at her own home.” 

Case X.— Old Subacute Perforation; Adhesion to Pancreas. 
December 14, 1904; female, aged 50. Perforation of an ulcer 
occurred 9 months ago (probably). There was acute peritonitis 
of sudden onset, intense epigastric pain, collapse, vomiting, etc. 
For more than a month she was extremely ill. The general peri¬ 
toneal involvement subsided, and epigastric fulness, tenderness 
and rigidity remained. Since then has had constant pain after 
food, often intense, vomiting, inability to take solid food, and 
marked wasting. At the operation, an ulcer about junction of 
middle and pyloric third,, absolutely welded to the pancreas. 
Gastro-enterostoiny on proximal side. The patient recovered. 
She was sent by Dr. Bertram Watson. Report received from Dr. 
Bertram Watson, June 21, 1905: “Mrs. T. is in good health. 
The operation completely relieved her stomach symptoms, which, 
you will remember, were of 14 months’ duration. I do not know 
what increase of weight' there has been, but she tells me that 
she can eat anything now with impunity.” 

Case XI.— Old Subacute Perforation; Adhesion to Abdom¬ 
inal Wall. January 7, 1905; female, aged 45. In May, 1904, 
an acute attack of abdominal pain, and vomiting, followed by 
distension. It was thought that there might be a rotation of an 
ovarian cyst, but the acute illness subsided in a few days. Since 
May, 1904, has suffered much from pain after food, vomiting, 
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etc., and lias lost weight. Since her confinement, six months 
ago, has noticed a swelling at the lower part of the abdomen. 
O11 examination now, a hard lump, just to the right of the middle 
line, adherent to abdominal wall. In lower part of abdomen an 
ovarian cyst, equal in size to a six months’ pregnancy. At the 
operation, incision made between umbilicus and pubes; a large 
ovarian cyst springing from the right side. Much glairy fluid 
in the peritoneum. No twist of pedicle. An examination of 
the stomach showed a hard mass at pylorus, which was adherent 
to abdominal wall. Probably . a “ subacute ” perforation of a 
gastric ulcer. Posterior gastro-entcrostomy. The patient recov¬ 
ered. She was sent by Dr. Macaulay, Halifax. She was re¬ 
ported well in 1906. 

CLASS III. SUBACUTE PERFORATION. HOUR-GLASS 
STOMACH. 

Case XII.—August, 1899; female, aged 39. Ten years ago 
the patient had an illness characterized by profound anamiia. 
Seven months ago there were clear symptoms of ulcer of the 
stomach, but neither then nor at any time any acute illness sug¬ 
gestive of perforation. Now vomits after all ordinary food and 
more often than not, even after small quantities of fluid food. 
Pain after food was exceedingly severe. O11 examination of 
abdomen a dilated stomach could be felt. At one point', a little 
to the left of the middle line, and slightly below the ensiform 
cartilage, was an area 2 inches in diameter which was markedly 
tender, and offered increased resistance on palpation. This area 
was found at the operation to correspond precisely with the 
area of stomach adhesion. The patient had lost weight and 
deteriorated seriously in general health during the last few 
months. At the operation an hour-glass stomach was found. 
The narrow constriction was near the middle of the stomach, and 
adherent to the anterior abdominal wall over an area equal to a 
crown piece. On each side of this the stomach dilated and 
seemed to be anchored by the adhesion. On separating the stom¬ 
ach from the abdominal wall an opening into the viscus was ex¬ 
posed and the stomach contents escaped. The opening was 
enlarged transversely and the wound and fistula were stitched 
up vertically. An omental graft was brought to cover in the 
sutured area in order to guard against future anchoring. The 
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patient recovered. For a month after the operation there was 
pain at times and loss of appetite. Since then she has been free 
from pain and in excellent health. Appetite and digestion are 
good. The patient was seen with Dr. Bailey, Horsforth. In 
Feb., 1902, her condition was still perfectly satisfactory. In 
Oct., 1903, the patient was reported to be in perfectly good health 
—“ in excellent condition.” In July, 1905, in sound health. “ A 
complete cure.” 

Case XIII.—April 6, 1901; male, aged 46. Symptoms for 
12 months; pain, heaviness, discomfort after meals; loss of 
weight' and general deterioration in health. At Christmas had a 
sudden attack of acute pain and hsematemcsis, and was very ill 
for several days; since then has never taken any food (solid or 
liquid) without pain. Has noticed on several occasions that the 
stools were "black as ink.” Vomits now every day. At the 
operation 2 ulcers were found near the pylorus, one on gastric, 
one on duodenal side. A mass equal in size to a walnut was 
found at the pylorus. Pylorus was very narrow, adherent to 
liver, and gall-bladder by dense bands. At the middle of a hugely 
dilated stomach was a constriction that would admit 4 fingers. 
Posterior gastro-enterostomy to pyloric pouch. At the necropsy 
2 ulcers (duodenal and gastric) were found, the former very 
adherent to the gall-bladder; the latter had perforated into a 
mass of adhesions, its base being partly formed by the pancreas. 
The patient died. The patient was sent by Dr. Crawford Watson, 
Harrogate. All went well for 3 days; then a large prolapse 
of rectum (from which he had previously suffered) came down 
during the night, and was not discovered for 4 hours. When 
I saw him the prolapse was livid and cedeniatous, and could 
not be reduced until ether had been administered. From this time 
patient became gradually worse; the temperature ran up to 104 
and 105, and he died 4 days later. The following is an abstract 
from the necropsy record, written by Dr. Maxwell Telling: “ The 
stitches are quite sound, the opening good, and surgical technique 
perfect. No peritonitis. The luemorrhoidal, and inferior mesen¬ 
teric veins are full of disintegrating clot (septicamiia).” 

Case XIV.—January 14, 1904; female, aged 35. First 
attack October, 1901; acute sudden pain, faintness and collapse. 
In bed for a fortnight then; the chief physical signs being ex¬ 
quisite local tenderness and fulness in the epigastrium. Ever 
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since has had pain about one hour after food, relieved by vomit¬ 
ing. No haanatemesis. She recovered April, 1902, and then 
kept well up to December, 1903. She then had pain and flatulent 
distension about an hour after meals, with regurgitation of highly 
acid fluid. On January 13, 1904, about one and a half hours 
after a light meal and while sleeping in a chair, she was seized 
with sudden violent pain and became collapsed. I saw her about 
1.30 p.m., January 14,— i.e., about 18 hours after the onset of acute 
symptoms. O11 opening the abdomen the stomach was found to 
be adherent by recent lymph to the under surface of the liver. 
On separating the adhesion, a small perforation was found. It 
was closed by two layers of Lembert’s sutures. It was now 
noticed that the puckering of the chronic ulcer had caused a 
narrowing of the stomach at about its middle. Gastroplasty was 
performed. The patient recovered. In March, 1905, was in per¬ 
fect health, had gained weight and was eating well. Seen with 
Dr. Baskett, Halton. 

Case XV.—February 8, 1904; female, aged 42. Sudden 
onset December, 1900, while lifting a heavy weight. She had 
had pain and vomiting almost every day since. In July, 1901, a 
tumor was noticed in the abdomen; this tumor has not increased 
in size. She has once vomited bright blood. She is fearfully 
emaciated; her weight has gone down from 8 st. 9 lbs. to 5 st. 
7 lbs. There is a painful tumor to the left of the umbilicus. 
The veins of the anterior abdominal wall are much distended. 
Incision made over tumor. This was found to be a large inflam¬ 
matory swelling formed by the base of a large ulcer of the 
stomach adherent to the anterior abdominal wall. The ulcer was 
at the junction of two pouches. The ulcer was cut away and the 
stomach closed. The condition of the patient was so bad as not 
to allow time for a gastro-enterostomy. The patient recovered. 
Her doctor reports early in 1905: "Gained 2 st.; eats anything 
and docs her own housework.” In July, 1905, symptoms were 
beginning again, and it seemed not unlikely that gastro-enteros¬ 
tomy will be necessary. In August, 1905, gastro-enterostomy 
was performed; the patient recovered, and is now (March, 1906) 
in good health. 



